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After almost 24 years as Chief of Cardiology at Moffitt/Long
Hospital, University of California San Francisco (UCSF), I am
stepping down. In my mind, nothing more dramatically illus-
trates the changes in medicine and cardiology that have
occurred over the past quarter century than to review the
challenges I faced in 1973 as a new chief of cardiology,
compared to those facing my successor. Some of the challenges
are notably the same: insufficient space and the need to
maintain all aspects of an excellent program. The nuances of
the job have changed considerably, however, as outlined below.
Faculty. When I was recruiting faculty in the mid-1970s,
their primary concern was opportunity. There were many jobs
available, and they were interested in the greatest opportunity
to develop their talents, especially their research interests.
Salary seemed to be a secondary concern. Today, the two most
important concerns of prospective faculty members are salary
and security. With fewer opportunities available, there is much
greater uncertainty about the future. Much time has been
spent in the past few years discussing these issues with junior
faculty: a clear marker of this major change in faculty attitude
over the past 24 years. At the beginning of my tenure, there
was also a greater feeling of unity in the division, with everyone
pulling together. Today there is a much higher self-interest
level, in part because each faculty member is expected to earn
enough money to cover their own salaries and benefits and
shared divisional expenses, or they are at risk for salary
reduction. This enhances intradivisional competition for
clinical income. There has also been an increasing sub-
subspecialization in cardiology, with the development of sec-
tions like electrophysiology. Because clinical guidelines have
formalized the number of cases that cardiologists must do
(such as 75 percutaneous transluminal coronary angioplasty
[PTCA] procedures/year), not every faculty member can be a
jack of all clinical trades anymore. Because the concept of
tenure is under attack, there is also more apprehension evident
among the senior faculty. These attitude changes have re-
quired that a division chief become a counselor, economic
adviser and psychiatrist.
Research. When I was recruited to UCSF in 1973, I was an
Established Investigator of the American Heart Association
and Principal Investigator of a National Institutes of Health
(NIH) Program Project Grant, both of which I had to give up.
Yet, because it was relatively easy to obtain peer-reviewed
funding, the decision was easy, and I did get new NIH funding.
Today the climate for obtaining such funding has changed
dramatically. The projects I worked on then would never
receive a high enough priority score today compared with the
current molecular biology basic science grant applications. The
difficulty in obtaining funding weighs heavily on young faculty
today, especially when they see the struggles of more senior
faculty. Even industry support has become more difficult to
obtain, except as part of large multicenter studies. Support for
other types of clinical research is almost nonexistent. These
difficulties with funding have tended to divide the faculty into
those who are clinically active and those who are mostly doing
basic science research.
Fellows. One of the most satisfying aspects of my tenure
has been the opportunity to mingle with the bright, highly
motivated individuals who come to us for clinical and research
fellowship training. Their enthusiasm for learning and their
high level of performance have been a strong component of the
division’s activities. In the early 1970s, when training grant
support of “clinical” fellows was stopped, it was relatively easy
to get support from the hospital or department of medicine.
Now all that has vanished, and professional fee income has
become their primary salary support, while research training is
funded by a diverse array of research fellowships, industry
support, etc. About half of our graduates have ended up in
practice and half in academic medicine or other full time jobs.
With the sharp decline in the number of academic as well as
clinical jobs, however, the uncertainty and worry of current
fellows is sometimes palpable. Even as we all reduce the
numbers of fellows in our training programs, there still seems
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to be a large pool of applicants interested in cardiology.
Perhaps this latter fact is a strong commentary on even worse
opportunities in other specialties.
Patient care. The past quarter century has been dramatic
in the development of new tests and therapeutic options for
patients with heart disease. These include ablation and pacing
techniques for arrhythmias, together with transvenous implant-
able defibrillators; PTCA, stents and balloon valvuloplasty; a
plethora of echocardiographic and radionuclide techniques; an
explosion of pharmacologic agents, including calcium channel
blocking agents, thrombolytic agents, angiotensin-converting
enzyme inhibitors, antiarrhythmic agents and statins and other
cholesterol-lowering agents. We are certainly better able to
improve the quality of life and prolong it. However, the day to
day issues with patients have changed dramatically. We must
continually seek authorization for tests and treatments. We are
always at risk for disallowed charges, reduced payments,
prescribing a drug not on that patient’s formulary and making
sure that we closely supervise residents and fellows and are
directly involved in any patient encounter with them. Hardly a
week goes by that a patient doesn’t call to indicate they are
now regrettably in another health care plan and can no longer
see me—so we dictate another summary letter to send along
with a copy of the patient’s records. We are drowning in
paperwork and telephone calls to meet the requirements of a
given health care plan for each patient. How well I remember
those golden days when all we had to concern ourselves with
was how to best care for each individual patient.
Department of Medicine. Perhaps nothing captures the
essence of a quarter of a century change better than does the
interaction of the division chief and the chairman of medicine.
In the past, we focused on clinical and research programs, with
few worries about money. The economic health of the depart-
ment was a black box, and since there always seemed to be
money to go around, it was rarely discussed. Now, the depart-
ment chairman is a business partner, and there is no end to
budget spreadsheets. We have become so preoccupied with the
bottom line that we have less time and energy to spend on
more traditional academic pursuits. Maybe in the final analysis
that is what has really happened to medicine . . . it has become
a business, with a commodity to sell, and a bottom line as the
final arbiter of success or failure.
In any event, it has been a great ride as a division chief, and
I wish all other division chiefs and our successors the same joy
of coming to work each day, even as the nature of the job is
changing dramatically.
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